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To the Editor,
Intravascular pulmonary tumors are a very rare malig-
nant neoplasm often originated from the intimal layer and
commonly also known as pulmonary artery sarcomas
(PAS). These tumors may resemble and have similar
clinical and radiological findings as a pulmonary embolism
(PE) as many authors have described this misdiagnosis
with an acute PE or a chronic thromboembolic pulmonary
hypertension [1]. CT or MRI should be performed in order
to diagnose it [2]; nevertheless, the histological examina-
tion must be confirmed by an intraoperative surgical biopsy
in most cases.
We present a 69-year-old male patient who was referred
to our hospital for an endovascular mechanical and phar-
macological thrombolysis with a diagnosis of a massive
PE. The patient was admitted to the intensive care unit, and
presented a grade 4 dyspnea of mMRC breathlessness scale
and refers a progressive worsening since the last 5 days.
No signs of hemodynamic instability or major ECG
abnormalities were found on arrival. The transthoracic
echocardiography revealed an hypertrophied right ventricle
and a pulmonary arterial hypertension, and a D-Dimer of
207 ng/mL with no other significant findings (Fig. 1 A–B).
With the suspected diagnosis of PE and despite the
absence of hemodynamic instability, a pulmonary angiog-
raphy and a hemodynamic study were performed by
recording pulmonary pressure (90/71/65 mmHg systolic,
diastolic, and mean pulmonary pressure). Intraarterial
fibrinolytic therapy was initiated at a rate of 100,000 I.U.
urokinase/hour for 24 h, demonstrating no morphological
or pressure changes at 24 h (Fig. 1C). The existence of an
intravascular tumor was suspected, and the tumor was
biopsied using a 10-French Teflon guide catheter and a
bronchoscopy forceps (Fig. 1D). The final histopathologi-
cal diagnosis was an intimal sarcoma of the pulmonary
artery.
The diagnosis of PAS, despite the findings provided by
the CT and MRI, is never a pathognomonic sign. However,
CT and MRI can show a mild contrast enhancement that
can suggest a tumor over a thrombus [2]. Currently, pul-
monary ventilation/perfusion PET-CT or CT with dual
energy can provide a better assessment for the diagnosis
[3, 4]. The histological diagnosis can be also performed by
a percutaneous CT-guided biopsy in the case of PAS
having metastasized pulmonary nodules or an infiltrating
mediastinal mass [5, 6]. However, an intravascular biopsy
with the help of biopsy forceps that are used in the bron-
chial tree or in the digestive tract is a safe and effective
procedure for obtaining samples to establish the
histopathological diagnosis. It requires training for the
catheterization of the pulmonary arteries, and the biopsy
device must be driven into the lesion using a catheter guide
of a considerable size (10 Fr).
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Fig. 1 A Plain chest X-ray showing a focal peripheral hyperlucency
with the absence of pulmonary vessels in the right hemithorax
(Westermark sign). B Thoracic CT axial view presenting an
intravascular filling defect (arrows) that occupies the entire lumen
of right pulmonary artery. C Right pulmonary angiogram
demonstrating a filling defect in the right pulmonary artery (arrows)
with the absence of normal vascularization in the superior and middle
lobes. D An intravascular biopsy with bronchoscopy forceps with the
help of a 10-Fr guide catheter located in the right pulmonary artery
(thick arrow)
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